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Wu M, Landry JM, Schmit BD, Hornby TG, Yen S-C. Robotic resistance treadmill training improves locomotor 
function in human spinal cord injury: a pilot study. 
Objective 
To determine whether cable-driven robotic resistance treadmill training can improve locomotor function in 
humans with incomplete spinal cord injury (SCI). 
Design 
Repeated assessment of the same patients with crossover design. 
Setting 
Research units of rehabilitation hospitals in Chicago. 
Participants 
Patients with chronic incomplete SCI (N=10) were recruited to participate in this study. 
Interventions 
Subjects were randomly assigned to 1 of 2 groups. One group received 4 weeks of assistance training followed 
by 4 weeks of resistance training, while the other group received 4 weeks of resistance training followed by 4 
weeks of assistance training. Locomotor training was provided by using a cable-driven robotic locomotor 
training system, which is highly backdrivable and compliant, allowing patients the freedom to voluntarily move 
their legs in a natural gait pattern during body weight supported treadmill training (BWSTT), while providing 
controlled assistance/resistance forces to the leg during the swing phase of gait. 
Main Outcome Measures 
Primary outcome measures were evaluated for each participant before training and after 4 and 8 weeks of 
training. Primary measures were self-selected and fast overground walking velocity and 6-minute walking 
distance. Secondary measures included clinical assessments of balance, muscle tone, and strength. 
Results 
A significant improvement in walking speed and balance in humans with SCI was observed after robotic treadmill 
training using the cable-driven robotic locomotor trainer. There was no significant difference in walking 
functional gains after resistance versus assistance training, although resistance training was more effective for 
higher functioning patients. 
Conclusions 
Cable-driven robotic resistance training may be used as an adjunct to BWSTT for improving overground walking 
function in humans with incomplete SCI, particularly for those patients with relatively high function. 
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BODY WEIGHT SUPPORTED treadmill training (BWSTT) with manual assistance given to the legs and the pelvis 
has been used as a promising rehabilitation method designed to improve motor function and ambulation in 
people with spinal cord injury (SCI).1, 2, 3, 4, 5 However, while BWSTT has been shown to provide significant 
improvements in locomotor ability, motor function, and balance for some patients,6 it requires considerable 
involvement of a physical therapist; that is, generally up to 3 therapists are required in setting the paretic legs 
and controlling the trunk movement. In addition, BWSTT is a labor-intensive task for physical therapists, 
particularly for those patients who require substantial walking assistance. 
In order to alleviate the significant physical workload on the physical therapist during BWSTT, several robotic 
systems have been developed for automating locomotor training in patients with SCI.7, 8, 9 While current 
robotic gait training devices may reduce staff requirements and physical demands on the physical 
therapist,10 the functional gains experienced by patients are not greater than those obtained with other training 
modalities, such as treadmill training with manual assistance and overground training.11 For instance, results 
from a randomized study12 with patients with chronic SCI indicated that there were no significant differences in 
walking speed between the group with robotic gait training and other groups, that is, treadmill training with 
manual assistance or with electrical stimulation and overground training with electrical stimulation. In 
particular, only modest functional gains were obtained in walking function (ie, gait speed improved 
0.01±0.05m/s) after robotic training using a fixed trajectory control strategy. As a consequence, there is a need 
to improve current robotic-assisted BWSTT methods. 
Recently, a novel cable-driven robotic gait training system has been developed.13 This device has a number of 
advantages over previously used devices. By its design, the cable-driven robotic locomotor trainer (CaLT) allows 
for kinematic error, which drives motor learning.14, 15 The CaLT can also provide controlled forces to the limb 
during the swing phase of gait in order to produce an optimal training paradigm with either assistance or 
resistance.16 Hypothetically, assistance training could be used to enable stepping on a treadmill, or stepping at a 
higher speed than would be available otherwise. Resistance training might prove useful for aiding training in 
stronger patients, in whom resistance to swing could be used to improve swing deficits. The purpose of the 




Ten individuals with chronic incomplete SCI (ie, >12mo postinjury) with an injury level ranging from C2 to T10 
were recruited to participate in this study (table 1). Their mean age ± SD at the time of study enrollment was 
47.0±7.0 years. The mean interval ± SD between SCI and the onset of robotic BWSTT was 5.8±3.8 years (range, 
1–14y). All subjects were classified by the American Spinal Injury Association Impairment Scale as grade D. 
Specific inclusion criteria for participation in the study included (1) age between 16 and 65 years; (2) medically 
stable with medical clearance to participate; (3) level of SCI lesion between C2 and T10; (4) passive range of 
motion of the legs within functional limits of ambulation (ie, ankle dorsiflexion to neutral position, knee flexion 
from 0° to 120°, and hip to 90° flexion and 10° extension); (5) ability to walk on a treadmill for greater than 30 
minutes with partial body weight support as needed; and (6) ability to stand and walk (>10m) without physical 
assistance with the use of assistive devices or with orthotics that do not cross the knee. 
Table 1. Subject Information Indicating Age, Injury Level, AIS Grade, Years Since Injury, WISCI Score, Sex, and 














A 43 1.3 C5–6 D None 20 M Diazepam and 
baclofen 
B 46 13.5 C5–7 D None 20 M None 
C 53 8.9 C6 D None 20 M None 
D 34 2.5 C6–7 D Cane (AFO) 19 M Tizanidine 2mg 
E 48 3.3 T5–7 D Rolling walker 13 F Tizanidine 2mg 
F 58 4.3 C3–4 D Rolling walker 13 M Baclofen 10mg 
G 40 5.7 T10 D Rolling walker 13 F Baclofen 20mg 
Tizanidine 2mg 
H 52 3 C2–3 D Crutches/AFO 16 M None 
I 45 6.5 C4–7 D None 20 M None 
J 51 9 C3–7 D Rolling walker 13 M Baclofen 30mg 
Abbreviations: AFO, ankle-foot orthosis; AIS, American Spinal Injury Association Impairment Scale; F, female; M, 
male; WISCI, Walking Index for Spinal Cord Injury. 
Exclusion criteria included the presence of unhealed decubiti, existing infection, severe cardiovascular 
and pulmonary disease, concomitant central or peripheral neurologic injury (eg, traumatic head 
injury or peripheral nerve damage in lower limbs), history of recurrent fractures, and known orthopedic injury to 
the lower extremities. Subjects receiving pharmacologic treatment for spasticity were included but were 
requested to maintain their antispastic medication dosage throughout training sessions. All research on human 
subjects was conducted with authorization of the Northwestern University Institutional Review Board. 
Participants provided written informed consent before participating in the study. 
Apparatus 
A custom-designed cable-driven robotic gait training system (the CaLT) was used in this study.13 In brief, 
controlled forces were applied to the lower legs at the ankle during treadmill stepping. Specifically, 4 nylon-
coated stainless steel cables, driven by 4 motors through cable spools and pulleys, were affixed to custom cuffs 
that were strapped to the legs around the ankles to produce assistance/resistance force (fig 1). Bilateral ankle 
positions were measured by using 2 custom, 3-dimensional position sensors. The ankle position signals were 
used by the operator to control the timing and magnitude of applied forces at targeted phases of gait. 
 
Fig 1. Illustration of the cable-driven robotic gait training apparatus that was used with a treadmill and body 
weight support system. Four cables driven by 4 motors, pulleys, and cable spools were used to apply controlled 
resistance/assistance loads during the swing phase of gait. A PC was used to control the coordinated movement 
of the 4 motors, applying controlled resistance or assistance loads at targeted phase of gait. Abbreviation: PC, 
personal computer. 
Training Protocol 
In order to test the locomotor training effect of the CaLT in the SCI test group, an 8-week training trial was 
conducted by using a randomized crossover schedule. Specifically, subjects were randomly assigned to 1 of 2 
groups with assistance or resistance training. After the first 4 weeks of training, subjects from both groups were 
switched from assistance to resistance training or from resistance to assistance training, and then completed 
another 4 weeks of training. Training was performed 3 times a week for 8 weeks, with the training time for each 
visit set to 45 minutes as tolerated, excluding setup time. For each training session, subjects were fitted with an 
overhead harness attached to a counterweight support system, with the counterweight providing as much 
support as necessary to prohibit knee buckling or toe drag during stepping. Treadmill speed was consistent with 
maximum comfortable walking speed. At the initiation of locomotor training, controlled assistance (for 
assistance training group) or resistance (for resistance training group) loads were applied at the ankle of both 
legs. A physical therapist adjusted the position gains on the basis of the tolerance of the subject. Verbal 
encouragement and instruction was provided as necessary by a physical therapist during the training. The load 
amount was automatically controlled by the controller on the basis of the kinematic performance of the subject 
during treadmill walking.13 For the assistance training group, the amount of assistance load was gradually 
decreased during the course of training. In contrast, for the resistance training group, the amount of resistance 
load was gradually increased depending on the tolerance of the subject. The amount of body weight support 
was also gradually decreased and the treadmill speed increased during the course of training on the basis of the 
tolerance of each subject. 
Outcome Measures 
Three assessments of gait were used to determine the training effects. Overground walking speed 
and endurance, clinical measures of functional ambulation, and static isometric measurements of strength were 
made at the beginning, the middle (after 4-wk training), and the end of the training period (after 8-wk training). 
Of these, the primary measures were self-selected and fast walking speed, 6-minute walking distance,17 and 
balance. Overground gait speed data were collected on an instrumented walkwaya (3.9m long and 0.8m wide 
with a 2-m wood walkway extension attached at each end), with exclusion of the acceleration and deceleration 
distances (∼2m at each side). Three trials were conducted for each condition. Balance was measured by using 
the Berg Balance Scale (BBS).18 Secondary outcome measures included clinical assessment and strength tests. 
Specifically, muscle tone, or spasticity, of the major hip and knee muscle groups was assessed clinically by using 
the Modified Ashworth Scale.19 The Walking Index for Spinal Cord Injury–II was used to determine subjects' 
ambulatory capacity.20 Lower-extremity motor scores were also assessed for both lower extremities.21 Maximum 
voluntary isometric joint torques of the hip, knee, and ankle joints were tested by using a 6 degree-of-freedom 
load cell,b which was affixed to the output axis of the motor of a Biodex Rehabilitation/Testing 
System.c Subjective assessments also included the physical component summary score of the Medical Outcomes 
Study 36-Item Short-Form Health Survey22 and score of the Activities-specific Balance Confidence Scale.23 
Data Analysis 
Data from all subjects were analyzed by using scores before and after 4 and 8 weeks of training. Data for only 
those subjects who completed all training and evaluation sessions were used for analysis. Overground gait speed 
and endurance (6-min walk) were analyzed by using repeated-measures analyses of variance (ANOVAs) for the 
effect of training (pre- vs posttraining), with significance noted at P<.05. In addition, improvement in balance 
(BBS) and other clinical assessments was analyzed by using repeated-measures ANOVAs, with significance noted 
at P<.05. Isometric peak torques of each joint were averaged across the 3 trials and both legs. The rate of torque 
development was calculated by using the torque increase from 20% to 80% peak torque divided by the time 
intervals to generate this torque increase. A correlation analysis was conducted between functional gains in self-
selected gait speed and rate of torque development. A Pearson correlation coefficient was identified. 
Significance was tested at α=.05. Functional gains obtained following resistance and assistance load training 
were also compared by using ANOVAs, with significance noted at P<.05. 
Results 
Ten subjects with chronic SCI (>12mo) were recruited to participate in this pilot study. Six subjects were 
randomly assigned to the group with resistance training first, followed by assistance training and 4 subjects were 
assigned to the group with assistance training first, followed by resistance training. For the former group, all 6 
subjects completed 8 weeks of training. For the latter group, 2 of the 4 subjects completed robotic training, with 
2 subjects dropping out of the study. One subject dropped out because of increasing knee and low back pain 
after the first 2 weeks of training, and the other dropped because of difficulty with transportation to the study 
site. Thus, a total of 8 of the 10 subjects finished 8 weeks of robotic treadmill training (80% completion rate). 
The average gait speed ± SD of subjects who completed the study was similar to those of subjects who did not 
complete the study (ie, 0.67±0.20 vs 0.71±0.28m/s). The data from only those subjects who completed all the 
training and evaluation sessions were analyzed. 
Across the 8-week training period, the average training time ± SD increased from 41.3±6.1 minutes at the first 
training session to 44.7±1.1 minutes at the last training session. The average training distance ± SD increased 
from 1.68±0.64km at the first training session to 2.27±0.65km at the last training session. The average training 
speed ± SD increased from 0.71±0.24m/s at the first training session to 0.92±0.25m/s at the last training session. 
In addition, body weight support ± SD decreased from 23.8%±4.3% at the first training session to 14.3%±9.9% at 
the last training session. 
The CaLT was effective for BWSTT across the training period. For the 8 patients who finished 8 weeks of robotic 
gait training, we found a significant improvement in self-selected overground walking speed (1-way repeated-
measures ANOVA, P=.03); that is, mean gait speed ± SD improved from 0.67±0.20 to 0.76±0.23m/s (fig 2A). 
Mean fast walking speed ± SD also improved from 0.96±0.31 to 1.06±0.32m/s, although no significant difference 
was obtained because of the small sample size (P=.19) (see fig 2B). In addition, mean scores ± SD on the BBS 
significantly improved from 42±12 at pretraining to 45±12 after 8 weeks of robotic gait training (see fig 2C). 
There were no significant changes in walking distance before and after robotic training evaluation sessions 
(P=.12), although the average 6-minute walk distance ± SD increased from 223±81m at pretraining to 247±88m 
at posttraining (see fig 2D). 
 
Fig 2. Self-selected (A) and fast (B) overground walking speed and BBS score (C) and 6-minute walking distance 
(D) before and after 8 weeks of robotic treadmill training through the cable-driven robotic gait training system. 
An instrumented walkway (GaitMat II, E.Q., Inca) was used to measure overground gait speed. Data shown in the 
figure are mean and SD of gait speed, BBS score, and walking distance across subjects. *P<.05. 
The spatial-temporal parameters of gait changed following robotic training. Specifically, stride length, step 
length, and cadence during self-selected walking significantly improved following robotic training (ANOVA, P=.02 
for the stride length, P=.03 for the step length, and P=.02 for the cadence) (table 2). In addition, single leg 
support time increased 18% and double leg support time decreased 16%, although the change was not 
significant (P=.06 for the single leg support time and P=.15 for the double leg support time). The spatial-
temporal gait parameters during fast walking also changed with similar patterns before and after 8 weeks of 
robotic gait training, although no significant changes were noted (see table 2). There were no significant changes 
in muscle strength after robotic training. Specifically, the peak torque and rate of torque development at the 
hip, knee, and ankle joints had no significant changes, although there was a trend toward an increase in peak 
torque and rate of torque for hip flexion and ankle plantarflexion (ANOVA, P>.05) (see table 2). 
Table 2. Selected Spatiotemporal Gait Parameters, Muscle Strength, and Clinical Measures Before and After 8 
Weeks of Robotic Treadmill Training 
Variable (units) Pretest Posttest P Δ (%) 
Self-selected velocity 
    
 Stride length (m) 1.03±0.16 1.10±0.22 .02⁎ 6 
 Step length (m) 0.52±0.09 0.55±0.11 .03⁎ 6 
 Cadence (steps/min) 77±19 83±18 .02⁎ 7 
 Single support (%) 27±9 32±5 .06 18 
 Double support (%) 43±14 36±9 .15 −16 
Fast velocity 
    
 Stride length (m) 1.17±0.19 1.26±0.31 .06 8 
 Step length (m) 0.59±0.11 0.63±0.16 .08 8 
 Cadence (steps/min) 93±23 97±22 .29 4 
 Single support (%) 32±14 34±6 .16 8 
 Double support (%) 37±14 32±8 .43 −11 
Lower-extremity motor scores 45±4 46±3 .37 2 
Physical SF-36 score 34.0±7.8 39.5±7.3 .02⁎ 16 
ABC score (%) 54.9±18.5 70.4±14.2 .01⁎ 28 
Modified Ashworth Scale score 
    
 Flexor 0.75±0.95 0.81±0.79 .82 8 
 Extensor 1.75±0.81 1.63±0.79 .55 −7 
Peak torque (Nm) 
    
 Hip 
    
  Flexion 41.8±24.0 46.9±21.8 .23 12 
  Extension 225.5±105.6 212.7±100.3 .31 −6 
 Knee 
    
  Flexion 103.2±43.7 98.6±42.4 .18 −5 
  Extension 166.4±87.8 164.6±93.7 .80 −1 
 Ankle 
    
  Dorsiflexion 37.0±11.9 36.3±13.7 .71 −2 
  Plantarflexion 96.0±32.5 103.7±42.9 .28 8 
Rate of torque (Nm·s−1) 
    
 Hip 
    
  Flexion 70.0±62.8 79.9±94.4 .53 14 
  Extension 254.8±227.6 203.6±208.9 .06 −20 
 Knee 
    
  Flexion 119.9±81.0 119.9±84.0 .99 0 
  Extension 237.9±155.4 213.3±133.8 .36 −10 
 Ankle 
    
  Dorsiflexion 79.4±26.6 76.8±36.6 .65 −3 
  Plantarflexion 126.2±70.1 143.1±78.0 .23 13 
NOTE. Data shown in the table are mean and SD of gait parameters and clinical measures. 
Abbreviations: ABC, Activities-specific Balance Confidence; SF-36, Medical Outcomes Study 36-Item Short-Form 
Health Survey. 
⁎Indicates significant difference. 
 
The rate of torque development was highly correlated with the functional gains observed following robotic 
treadmill training. Specifically, the rate of torque development of hip flexion/extension, knee flexion/extension, 
and ankle dorsiflexion/plantarflexion before treadmill training was significantly correlated to the self-selected 
gait speed changes after robotic training (P<.05) (fig 3A-C). In contrast, the peak torque of hip and knee 
flexion/extension and ankle dorsiflexion had no significant correlation with gait speed gains (ie, P=.20 and P=.18 
for hip flexion and extension, respectively, P=.10 and P=.06 for knee flexion and extension, respectively, 
and P=.53 for ankle dorsiflexion), although the peak torque of ankle plantarflexion was significantly correlated 
with gait speed gains (P=.025). 
 
Fig 3. The relation between change in self-selected walking speed and rate of torque development of the hip (A), 
knee (B), and ankle (C). Rate of torque was averaged across both legs for each individual. 
Other clinical assessments had no significant changes before and after robotic treadmill training, except the 
physical Medical Outcomes Study 36-Item Short-Form Health Survey score and the Activities-specific Balance 
Confidence Scale score. Specifically, mean lower-extremity motor scores ± SD slightly increased from 45±4 to 
46±3 after robotic training, although this change was not significant (P=.37). The Modified Ashworth Scale scores 
had no significant changes following training (P=.82 and P=.55 for flexor and extensor, respectively). In addition, 
we found that all subjects in this study had no change in their mean Walking Index for Spinal Cord Injury–II 
scores ± SD before and after robotic treadmill training (17±4). The mean physical Medical Outcomes Study 36-
Item Short-Form Health Survey scores and the Activities-specific Balance Confidence Scale score ± SD 
significantly increased from 34.0±7.8 to 39.5±7.3 (P=.02) and from 54.9%±18.5% to 70.4%±14.2% (P=.01), 
respectively, after robotic training (see table 2). 
The CaLT was effective in both assistance and resistance training modes for the subjects in this study. The 
functional gains obtained following robotic resistance/assistance training showed no significant differences. 
Specifically, mean self-selected speed ± SD increased by .046±.065 and .041±.073m/s following resistance and 
assistance training, respectively, but there was no significant difference between these 2 types of training 
methods (ANOVA, P=0.9). However, self-selected speed gains obtained from resistance training were 12% 
greater than those obtained from assistance training for the subjects we tested. Mean BBS scores ± SD increased 
2.4±2.3 and 0.9±2.5 following resistance and assistance training, respectively. There was no significant 
difference between these training conditions on the balance scores (P=.35), although BBS scores after resistance 
training were 2.7 times greater than those after assistance training. The mean 6-minute walk distance ± SD 
increased 8.2±29.5m and 16.5±28.9m after resistance and assistance training, respectively, with no significant 
difference between these 2 training conditions (P=0.6). In addition, the mean fast walking speed ± SD increased 
.03±.11 and .07±.12m/s after resistance and assistance training, respectively. There was no significant difference 
between these 2 types of training methods for fast walking speed (P=0.3). 
In addition, we observed a trend that the gains in self-selected gait speed were greater for the higher speed 
walkers after resistance training (fig 4). In contrast, the gains in self-selected gait speed were greater for slower 
speed walkers after assistance training. These results suggest that assistance training may be more effective for 
lower functioning patients but less effective for higher functioning patients. For higher functioning patients, a 
resistance training paradigm may be more effective to further improve locomotor function. 
 
Fig 4. Functional gains in self-selected overground gait speed obtained after 4 weeks of assistance or resistance 
treadmill training through the cable robot. Linear regression lines are shown in the figure to indicate the relation 
between functional gains after resistance/assistance training and initial self-selected overground gait speed 
tested at the start of robotic treadmill training. Specifically, the solid line indicates the relation between the 
increase in self-selected walking speed after resistance training and the initial speed (r=.43, P=.28, n=8). The 
dashed line indicates the relation between the increase in self-selected walking speed after assistance training 
and the initial speed (r=−0.7, P=.08, n=7, data from 1 subject was not included in this linear regression because it 
was defined as an outlier). 
Discussion 
Our primary purpose in this crossover pilot study was to determine whether robotic resistance or assistance 
treadmill training by using CaLT would be effective in improving ambulatory and functional capabilities of people 
with chronic motor incomplete SCI. We found that it is feasible to improve locomotor function in people with 
incomplete SCI through a flexible cable-driven robotic gait training system, although we did not compare 
conventional manual BWSTT with CaLT training in the current study. It is still unknown whether the 
improvements with and without CaLT are equivalent, although we would expect the training with CaLT to be at 
least as good as conventional BWSTT on the basis of results from this study. Particularly, both robotic assistance 
and resistance training were effective for improving locomotor function in human SCI with no significant 
difference between assistance and resistance training groups due to the small sample size (a reliable statistical 
comparison of the 2 groups with n=8 was not possible). Furthermore, different training paradigms may be 
needed for patients with varying functional levels. For instance, robotic assistance training may be more 
effective for lower functioning patients to improve their walking capabilities, while a resistance training 
paradigm may be more effective for higher functioning patients to promote further functional improvement. 
Intensive task-specific walking practice was delivered through a cable-driven robotic-assisted BWSTT system to 
improve locomotor function in humans with SCI. Our results indicate that the improvements in locomotor 
function in our ambulatory subject population were statistically significant, with self-selected gait speed and BBS 
scores increasing by 13% and 7%, respectively, after 8 weeks of robot-assisted treadmill training. In particular, 
both cadence and stride length increased following robotic training, suggesting an improved gait pattern for 
people with SCI after robotic training. These improvements were qualitatively similar to those achieved by 
people with a similar diagnosis and chronicity of injury who completed therapist-assisted BWSTT.24 Thus, cable-
driven robotic BWSTT may achieve comparable functional gains when compared with therapist-assisted BWSTT, 
but it can substantially reduce the labor and personnel cost of physical therapists. 
The locomotor functional gains obtained by using the cable-driven robotic gait training system are comparable 
or even greater than gains reported with currently available robotic systems that provide a fixed trajectory 
control strategy. For instance, in a recent randomized trial, the use of robotic-assisted BWSTT with a fixed 
trajectory did not significantly increase walking velocity (mean difference ± SD was 0.01±0.05m/s),12 although 
results from another study indicated that the use of robotic-assisted treadmill training may significantly improve 
walking speed in the population with SCI (mean difference ± SD was 0.11±0.11m/s).25 
In addition, results from the current study indicate an improvement in balance control in human SCI after cable-
driven robotic gait training. For instance, in the current study, mean BBS scores ± SD increased 3.3±2.3 after 
robotic training. In contrast, these gains have not been seen for people with SCI who underwent Lokomat 
training. A potential explanation for this is that the current Lokomat allows movement only in the sagittal plane 
because of the limited degrees of freedom. The unnecessary medial-lateral support may reduce potential 
functional gains in balance control following robotic gait training using the Lokomat. It has been demonstrated 
that there is a strong relation between balance and walking capacity in patients with SCI.26 Thus, training 
stereotypical gait patterns in human SCI without challenging balance control may squander training time by 
focusing training on an impairment that is not the bottleneck for achieving a greater walking speed.27 
The efficacy of robotic BWSTT may be improved through the active involvement of subjects who undergo 
treadmill training. This concept is supported by observations that active motor training is more effective than 
passive training in eliciting performance improvement.28, 29 In this study, an adaptive assistance force or a 
controlled resistance force was applied to the leg during treadmill training. Thus, subjects were continuously 
challenged and actively involved during robot-assisted treadmill training. In addition, the highly backdrivable 
cable-driven robot minimally constrains leg movement and allows for variability in leg kinematics during 
treadmill walking,13 which is suggested to be critical in motor learning.30, 31 
While muscle strength has been shown to be critical to locomotor abilities in humans with SCI,32 the functional 
gains in walking speed obtained after robotic training in the current study had no direct correlation with changes 
in muscle strength. This is consistent with previous studies in which manual muscle assessment was conducted 
at before and after treadmill training in human SCI.25, 33 Furthermore, results from the current study indicate 
that the rate of torque development was highly correlated to functional gains following treadmill training. This is 
consistent with stroke studies pertaining to the upper extremity, which show that the rate of torque 
development correlates more with functional improvement than does muscle strength.34, 35 This suggests that 
the rate of torque development may be used to predict functional gains following treadmill training. This would 
be helpful for clinicians to identify patients with SCI who may experience functional gains with intensive and 
task-specific gait training interventions. 
Study Limitations 
The patients who participated in the current study were all ambulatory subjects with or without an assistive 
device. It remains unclear whether cable-driven robotic gait training will be effective in improving locomotor 
function in humans with SCI who are more severely impaired and are unable to ambulate. The injury level of 
participants ranged from C2 to T10. Six of the 8 subjects who completed all training and evaluation sessions had 
an injury at the cervical level. In addition, 3 of the 8 subjects were taking antispastic medications during the 
training sessions. These factors may have influenced the results of the robotic-assisted treadmill 
training.36 However, because of the small sample size of the current study, we are not able to draw conclusions 
about the effect of injury level and antispastic medications on locomotor recovery following robotic training in 
this population. In addition, the subject number in the 2 groups who participated in resistance training first or 
assistance training first was not matched because of subject dropout, which might impact the results. However, 
while some subjects had greater improvements in walking speed from the first training period, other subjects 
did not. The average overground walking speed did not show a plateau pattern across the 8-week training 
period (overground walking speed was evaluated every 2wk) for the subjects who participated in this study. A 
randomized controlled study is ongoing to determine whether cable-driven robotic-assisted BWSTT can produce 
greater functional improvements than those achieved through more conventional manual-assisted BWSTT in 
humans with SCI. 
Conclusions 
Cable-driven locomotor training could be used to improve locomotor function in people with incomplete SCI. 
The cable-driven robotic gait training system is highly backdrivable, is compliant, and allows patients the 
freedom to voluntarily move their legs during BWSTT. As a result, patients can be actively involved during cable-
driven robotic treadmill training, which is critical to improving the efficacy of robotic BWSTT. A controlled 
resistance load can be applied to the legs during treadmill training as an adjunct to improve locomotor function 
in human SCI, especially for those subjects with relatively high walking function. 
Suppliers 
a. GaitMatt II; E.Q., Inc, P.O. Box 16, Chalfont, PA 18914-0016. 
b. Model 3550; ATI Industrial Automation, Inc, 1031 Goodworth Dr, Apex, NC 27539. 
c. Biodex Rehabilitation/Testing System; Biodex Medical Systems, Inc, 20 Ramsey Rd, Shirley, NY 11967-
4704. 
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